Brain abscesses after trauma or a neurosurgical procedure account for 13 to 21% of cases in most reported studies (2, 7, 10, 13) . In such cases bacteria are introduced by a penetrating foreign body, by disruption of adjacent tissues, or by hematogenous spread to the brain from other sites of bacterial infection. Although intact brain tissue is very resistant to infection, it has been shown that areas of ischemia and infarction are more likely to favor a variety of microorganisms, including those commonly causing brain abscesses (9) .
The bacteriology of brain abscesses has been well described in recent studies. Staphylococci are the organisms most frequently isolated from abscesses in patients who have had head trauma or who have undergone a neurosurgical procedure (2, 7, 10, 13) . Haemophilus influenza, Streptococcus pyogenes, the Enterobacteriaceae, anaerobic streptococci, and Bacteroides species have also been isolated in these instances (2, 7, 10, 13) . In 25 to 35% of cases, more than one organism has been isolated (2, 7, 10, 13) .
Cases of brain abscesses from Mycoplasma species infection are distinctly rare. In neonates with cyanotic congenital heart disease and with meningomyeloceles, Mycoplasma hominis has been isolated from the cerebrospinal fluid (16) and in one instance from a brain abscess (4). In addition, there is one reported case of a posttraumatic brain abscess in an adult from whom a pleuropneumonia-like organism was isolated (11) . As mycoplasmemia with subsequent seeding of hematomas and other devitalized tissue sites has been documented after genitourinary tract manipulation, trauma, or surgery (15) , the possibility of Mycoplasma species infection in neurosurgical patients should be recognized. In this paper we report such a case, in which M. hominis was isolated in pure culture from a brain abscess after trauma and a decompressive neurosurgical procedure.
CASE REPORT A previously healthy 29-year-old white male was transferred to the Massachusetts General Hospital after a motor vehicle accident, with resultant loss of consciousness, a left temporal laceration, and a dilated left pupil. A computerized tomographic scan demonstrated a left subdural hematoma accompanied by changes consistent with intracerebral contusion. After receiving 2 g of oxacillin and 10 mg of dexamethasone intravenously, he was taken to the operating room. A left frontotemporoparietal craniotomy was performed, with evacuation of the subdural hematoma and resection of 5 cm of badly contused left temporal lobe. Postoperatively, oxacillin (8 g per day) and dexamethasone (16 mg per day) were administered intravenously for 12 and 10 days, respectively. The patient's initial hospital course was complicated by a left upper lobe aspiration pneumonia, with Klebsiella species being the predominant organism. The patient responded to 12 g of cephalothin per day administered intravenously for 2 weeks.
Despite a clearing chest X ray, the patient remained febrile. Multiple blood and urine cultures were negative. By week 3 of hospitalization, his craniotomy flap had become increasingly tense and bulging, without new clinical neurological findings. A contrast-enhanced computerized tomographic scan at that time revealed, in the area of the previously contused left frontal lobe, a ring with contrast enhancement and an associated mass effect. These changes were consistent with an abscess. Aspiration of the abscess in the operating room via a burr hole over the left supraorbital ridge revealed cloudy fluid. Gram stain showed cellular debris, a few erythrocytes, 20 to 50 polymorphonuclear leukocytes per high-powered field, and no organisms.
The aspirated fluid was quickly transported from the operating room to the bacteriology laboratory in a sterile, capped syringe from which all air had been expelled. After 48 h of incubation in an anaerobic 
